Purpose of the Study: We report the results of a study designed to assess whether and how much informal caregivers are willing to pay for technologies designed to help monitor and support care recipients (CRs) in performing kitchen and personal care tasks. Design and Methods: We carried out a web survey of a national sample of adult caregivers (age 18-64) caring for an older adult (N = 512). Respondents completed a 25 min online survey that included questions about their caregiving situation, current use of everyday technology, use of specific caregiving technologies, general attitudes toward technology, and questions about technologies designed to help them monitor and provide assistance for CRs' kitchen and self-care activities. Results: About 20% of caregivers were not willing to pay anything for kitchen and self-care technologies. Among those willing to pay something, the mean amount was approximately $50 per month for monitoring technologies and $70 per month for technologies that both monitored and provided some assistance. Younger caregivers, those caring for a person with Alzheimer's disease, and caregivers with more positive attitudes toward and experience with technology were willing to pay more. Most caregivers feel that the government or private insurance should help pay for these technologies. Implications: Caregivers are receptive and willing to pay for technologies that help them care for their CR, although the amount they are willing to pay is capped at around $70 per month. The combination of private pay and government subsidy may facilitate development and dissemination of caregiver technologies.
Advances in digital technology in the last three decades have fundamentally changed the lives of individuals of all ages. The shift from analog electronic and mechanical devices to digital technology has fostered the development of computers, smartphones, the internet, robots, and a myriad of sensing and actuating devices that have revolutionized communication, health care, mobility, and the everyday lives of most humans throughout the world. Digital technologies have become increasingly important for older individuals and their family caregivers because of their potential to maintain and improve the health, functioning, safety, and psychological well-being of older individuals (Schulz et al., in press; Schulz, Lustig, Handler, & Martire, 2002) .
Over the last several decades, scholars, designers, and practitioners have sought to identify factors that influence technology acceptance and adoption in general (Czaja et al., 2006; Davis, 1989) , and the acceptability and uptake of consumer health technologies in particular (Center for Technology and Aging, 2010; Rogers & Mead, 2004) . To varying degrees, existing models of technology acceptance have focused on: (a) abilities, needs, and preferences of end users; (b) features of the technology; and (c) societal factors, including social and health policy, and the regulatory environment (Schulz et al., 2014) . For example, the original technology acceptance model (Davis, 1989) broadly argued that perceived usefulness and ease of use were key to predicting intent and actual technology use. Technology acceptance models have evolved to include additional predictors, including individual differences such as age, gender, prior experience with technology, and price/value, as presented in the unified theory of acceptance and use of technology (Venkatesh, Thong, & Xu, 2012) . Our own work on technology uptake draws attention to implicit cost-benefit calculations carried out by end-users, including costs such as loss of privacy, expense, reduced efficiency, reduced social interaction, stigma, and training and maintenance requirements and benefits such as enhanced functioning, increased autonomy/independence, reduced burden on others, better health, and enhanced safety (Schulz, 2013) .
A central feature of all uptake models is the monetary cost of the technology. Research by Mahoney, Mutschler, Tarlow, and Liss (2008) , Bradford, Kleit, Krousel-Wood, and Re (2005) , Venkatesh, Thong, and Xu (2012) , and Schulz et al. (2014) suggests that a key limiting factor for technology adoption may be cost. In a recent study of a nationally representative sample of U.S. baby boomers and older adults, Schulz and colleagues (2014) found low levels of willingness to pay for technologies that might improve their own functioning and independence. Nearly one third of respondents were not willing to pay anything for technology that would help them with kitchen tasks or personal care when asked to assume that they needed help in these areas. Those willing to pay something were on average willing to pay about $28.00 per month for technology-based assistance with kitchen tasks and $31.00 per month for personal care assistance. The median amount they were willing to pay for both types of technologies was $25 per month.
Our goal in this study was to collect similar data from a national sample of caregivers who were asked about their willingness to pay for such technologies in order to better monitor the everyday activities of their care recipients (CRs). We focused on caregivers because they are a potentially large market for monitoring and assistive technologies. Several large corporations including Intel, General Electric, and Philips have developed home monitoring systems which have the potential of keeping the caregiver informed of the daily activities of the CR (Adler & Mehta, 2014) . Based on existing models of technology uptake, we focused on three classes of variables thought to be important predictors of willingness to pay: (a) demographic characteristics of caregivers; (b) caregiving context variables; and (c) attitudes toward and prior experience with technology. We hypothesized that caregivers would be more willing to pay for such technologies than baby boomers or older adults because they had existing as opposed to hypothetical needs which the technology could address, and that that younger caregivers and those with prior technology use and experience would be willing to pay more. In addition, we predicted that caregivers in more demanding caregiving situations (e.g., providing more hours of care per week; caring for someone with Alzheimer's disease [AD]) would be willing to pay more for caregiving technology. Finally, in exploratory analyses we sought to gauge whether or not caregivers felt that these technologies should be an entitlement and, therefore, paid for by the government. Since state and Federal agencies are increasingly involved in providing support to caregivers, we felt it important to assess caregiver expectations with regard to technology for caregivers.
Methods

Procedures
Participants completed an online survey with a total of 160 items that took an average of 25 min to complete. The majority of the questions used simple yes/no or structured scale formats, or asked for a single numeric estimate. The survey included questions about their caregiving situation, current use of everyday technology, use of specific caregiving technologies, general attitudes toward technology, caregiver health status, and several types of caregiver support technologies, including technologies aimed at helping the caregiver monitor and provide assistance for kitchen and personal care tasks. The study was approved by the University of Pittsburgh Institutional Review Board.
Sample
Participants were 512 informal (unpaid) family caregivers age 18-64 recruited by Survey Sampling International (SSI) Inc. (www.surveysampling.com) using the SSI Dynamix™ Sampling Platform. This online panel methodology allows targeting of specific demographic and health-related characteristics self-reported by respondents when they sign up for the panel. SSI online also links to social media, online communities, and affiliate partner organizations to include respondents who may not wish to join a research panel. Potential respondents (both SSI panelists and those recruited from other sources) are sent an invitation to come to the survey platform where they are presented with 10 "refinement" questions related to surveys that SSI is currently fielding. Based on their responses to the refinement questions (plus stored demographic information), respondents are randomly selected for routing to specific surveys that apply to them. This dynamic real-time profiling is meant to provide broad access to the most relevant participants while also enhancing respondent engagement and data quality. Panel members and other survey respondents earn incentives for survey participation, and SSI is responsible for quality control. SSI limits the number of survey invitations to panel members within specific time periods and authenticates and de-duplicates responses using digital fingerprinting, third party database matches, and other techniques, to avoid frequent or "professional responder" problems. Data quality checks include timestamps to detect "speeders," and flags to identify "straight-liners" (i.e., individuals who provide the same response to all items).
For (LVN) ; (6) None of the above." Those choosing option 1-Caregiver for an elderly parent-were routed to this survey. However, the lag between answering the refinement question and taking our survey varied from none (instantaneous routing) to a month or two later (routed to other SSI surveys first). Given this lag, the somewhat ambiguous wording used by SSI (caregiving for AN elderly parent, not YOUR elderly parent), along with our interest in informal caregivers in addition to those taking care of a parent, we confirmed eligibility with the following screener question: "Just to confirm, are you currently providing informal care to a parent, other family member or friend?" The data were collected March 13-18, 2013. The SSI technology does not track the number of "invitations" to a specific survey, so a traditional response rate calculation is not possible. SSI reported that 618 individuals started the survey, for a completion rate of 82.8% (512/618). The final sample was split evenly by gender (51% female), with a median age of 40 years (range 18-64). The sample was also diverse in terms of race/ ethnicity, with 61% non-Hispanic white, 18% Hispanic (any race), 9% non-Hispanic African American, and 8% non-Hispanic Asian. The sample was more educated than the general population (46% college degree), and 30% reported annual income of $75,000 or higher (26% reported < $30,000). In terms of the caregiving situation, 78% reported caring for a parent, 10% cared for a spouse, and 12% cared for another family member/friend. Over half (56%) reported living with the CR, and another 35% lived within a 20-min drive. CRs had a variety of health conditions that led to the need for care, including dementia or AD (23%), diabetes (13%), heart disease (13%), cancer (10%), arthritis (10%), and stroke (9%). Over one fourth (27%) of the sample reported providing care 40 or more hours per week, whereas 20% provided 8 hr per week or less. Over 80% of the sample had been providing care for 5 years or less, with 32% having become a caregiver within the past year.
Statistical Weighting Adjustment
The SSI online methodology is efficient and cost effective but produces a nonprobability sample. Although diverse in terms of demographic variables and caregiving situation, our sample is not a "representative" probability sample of the larger family caregiver population. All respondents had access to the internet and had agreed to complete surveys online. In addition, the sample had fairly high rates of use of caregiving technologies. Nearly two thirds (66%) reported current use of at least one of the following for caregiving: an emergency response system; an electronic device that sends information to a health care provider; an electronic safety sensor; or a website or software for health tracking. This was more than double the 29% rate found in the nationally representative National Alliance for Caregiving (NAC) survey conducted by the NAC and American Association of Retired Persons (AARP) (2009). In order to adjust for this and other potential biases associated with a nonprobability panel, we used the NAC/AARP 2009 study-the most recently available nationally representative sample of family caregivers-as the calibration survey to construct poststratification weights using iterative proportional fitting "raking" methodology. We used the "ipfweight" raking algorithm in STATA (version 12) and included age, sex, race, and current use of any caregiving technologies (yes/no as described above) as adjustment factors. We used NAC/ AARP estimates for the subset of 18-64 years old caregivers to be consistent with our sample. Raking adjusts sample estimates in order to make the survey's marginal distributions on the included variables "mirror" the population to the greatest extent possible. Thus, the weighting adjustment results in our sample having similar age, sex, race, and technology use distributions as the corresponding NAC/AARP sample. This technique reduces the impact of selection biases on the key survey outcomes, including likelihood of use and willingness to pay out-of-pocket for the emerging technology. All analyses in this paper are weighted unless otherwise stated. The two follow-up questions were identical to those asked for kitchen tasks with the exception that "personal care" was substituted for kitchen tasks.
Measures
We also explored the possibility that respondents might feel that these types of technology support services should be paid for by the government. To that end, we asked the following open-ended question for each type of technology after respondents completed the willingness to pay questions: "What percentage of the cost of this type of technology do you think the government should pay?" Respondents were free to enter any percentage between 0% and 100%. This was a single question for kitchen and personal care technology and no distinction was made between technology that monitors only versus technology that monitors and provides support.
Caregiving Situation
Standard items were used from the NAC/AARP 2009 survey asking about relationship to the CR, primary CR health problem, hours per week providing care, duration of caregiving, and caregiver-CR coresidence.
Current Technology Use to Aid Caregiving
These items, also taken from the NAC survey, focused on use of the internet to find information on caregiving, including frequency and specific types of information gathered. The frequency of use of the internet for caregiving information ("sometimes" and "often" vs. "never") was used in the analyses. Also, use of the following technologies to aid caregiving was assessed with a series of yes/no questions: (a) Any device that electronically sends information to a doctor or care manager to help manage his/ her health care, like a device that transmits blood sugar or blood pressure readings; (b) An emergency response system, such as Lifeline; (c) A website or computer software to keep track of his/her personal health records; and (d) An electronic sensor that can detect safety problems in the home and take steps to help, like when someone falls, wanders away, or leaves the stove on. A simple count of the number of the four technologies currently used for caregiving was used for analysis as well as in the weighting adjustment described above.
Current Use of Everyday Technology
Respondents were asked about use of 25 everyday technologies (e.g., smartphone, tablet, video camera, video game console, DVD, home security system, ATM) with a series of yes/no questions. This measure was developed by Czaja and colleagues for use in the Center for Research and Education on Aging and Technology Enhancement (CREATE; Czaja et al., 2006) , and is scored as the simple sum of the 25 technologies used.
General Technology Attitudes
These were measured with 10 items presenting general statements about positive and negative characteristics of technology (five items each). Items were prefaced with "To what extent do you believe that technology…" A 10-point rating scale was used for each item, with 1 labeled "Not at all," and 10 labeled "Completely." Positive statements included "makes life easy and convenient," "makes life more comfortable," "gives people control over their daily lives," "increases personal safety and security," and "brings people together." Negative statements included "reduces privacy," "makes people dependent," "makes life stressful," "makes people isolated," and "makes life complicated." Positive and negative items were alternated in the scale. Separate positive and negative general technology attitude scales were constructed by computing the mean of the five positive and the mean of the five negative items. Cronbach's α was .83 for the positive scale and .87 for the negative scale.
Statistical Analysis
Descriptive statistics and bivariate analyses of relationships between caregiver demographic and caregiving context variables and willingness to pay for kitchen technology and personal care technology to monitor the CR are presented first. Next, for each type of technology we test three multiple regression models using amount willing to pay monthly as the dependent variable. The first model includes only demographic characteristics as predictors; the second model adds caregiver context variables; and the third adds technology-related indicators as predictors. We present only the models for amount willing to pay for monitoring in the tables since the pattern of results for technologies that monitor and support are similar. However, we do present text-based results for the monitor and support technologies. The dollar amount willing to pay monthly out of pocket included those willing to pay nothing (i.e., included "0" scores); was truncated at a maximum value of $500 to reduce the impact of outliers; and a natural logarithmic transformation (base 10) was done prior to analyses to address skew. We also explored predictors of the percentage respondents believed that the government should pay for kitchen and personal care technologies.
Missing Data
The multivariate models were run on the subset of participants that had valid data on all model variables (n = 437-442 valid; n = 70-75 missing). Missing data occurred primarily on income and use of current caregiving technologies variables. A sensitivity analysis showed no significant differences between missing and valid cases on the key outcome variables for amount willing to pay ($) or percent the government should pay for either kitchen or personal care technologies. There were also very few differences on the sociodemographic and caregiving context predictor variables between missing and valid cases. However, younger caregivers (18-29) were more likely to be missing from the personal care willingness to pay model; and African Americans and Hispanics were more likely to be missing from the percent government should pay models. In addition, those with less positive attitudes toward technology in general were more likely to be missing from the willingness to pay models. There were no significant differences between valid and missing cases on any other sociodemographic or caregiving context variables.
Results
Sample Descriptive Statistics
Unweighted sample characteristics are presented in Tables  1 and 2 (column 1) . The weighted sample, designed to mirror the national NAC survey, was slightly more female and less Asian and Hispanic, had more cases in the 45-64 age range and fewer in the 18-29 age range, and had slightly lower income. All bivariate comparisons and multivariate modeling analyses were done with the weighted sample. The analyses were also run without weights and the results were similar.
Willingness to Pay Some Versus None, and Amount Willing to Pay
For kitchen monitoring technology 21.6% of caregivers were not willing to pay anything out of pocket, whereas 78.4% were willing to pay at least something (see Table 1 ). For personal care monitoring technology the percentages were 22.1 (none) and 77.9 (some amount) (see Table 2 ). Overall, caregivers were willing to pay a mean of $49 and a median of $24 per month for kitchen monitoring technology. For kitchen technology that both monitored and helped, the amount caregivers were willing to pay was higher (mean = $69; median = $50). Caregivers were willing to pay a little more for personal care technologies that monitored (mean = $50; median = $25; see Table 2 ) and provided assistance (mean = $73; median = $50).
At the bivariate level, there were statistically significant associations between any willingness to pay for kitchen monitoring and gender, race, age, income, hours per week providing care, duration of caregiving, and whether or not the CR had AD, as shown in Table 1 . Males were more willing to pay something than females; Asians, African Americans, and Hispanics were more willing to pay something than whites or others; younger respondents were more willing to pay than older respondents; respondents with mid-level incomes ($30,000-$99,000) were more likely to pay than persons with lower or higher level incomes; long time caregivers (>5 years) and those providing high (>40 hr per week) or low levels (<8 hr per week) of care per week were less likely to pay anything. The same variables were also significantly related to the mean and median $ amount willing to pay for kitchen monitoring technology (although the race and gender differences on the medians were not statistically significant; Table 1 ). The pattern of bivariate associations for personal care monitoring technology and willingness to pay were similar (see Table 2 ). We present only the bivariate results for monitoring technologies because, other than the higher absolute values for willingness to pay noted above, associations with each of the predictor variables were essentially identical for technologies that both monitored and provided assistance.
Amount Willing to Pay-Multiple Regression Analyses
For each type of monitoring technology, we tested three separate multiple regression models using the amount caregivers were willing to pay for monitoring technology as the dependent variable (see Tables 3 and 4) . As shown in Table 3 (column 1), demographic characteristics explained 10.9% of the variance in the amount caregivers were willing to pay. Significant predictors included African Americans, who were willing to pay more than whites, and younger respondents who were willing to pay more than older respondents. When we add caregiving context variables to the model (column 2), the amount of variance explained increases to 17.5%. Significant effects were found for CRs' disease and amount of time spent caregiving. Caregivers for CRs with AD were willing to pay more than caregivers for CRs with other conditions, and caregivers providing 9-39 hr of care were willing to pay more than those providing less than 9 hr of care per week. Finally, variables assessing technology attitudes and use explain an additional 10.9% of the outcome variance (column 3). Positive attitudes toward technology, everyday technology use, using the internet for caregiving, and caregiving technology use were all significantly positively associated with the amount caregivers were willing to pay. The final model with willingness to pay for kitchen technology that monitors and provides support explained 23.7% of the variance. Significant (p < .05) predictors of willingness to pay higher amounts (when first entered into the model) included younger (18-29) caregivers, having a CR with AD, providing between 9 and 39 hr of care per week, having more positive attitudes toward technology, greater everyday technology use, more use of the internet for caregiving, and more caregiving technology use.
Although the overall pattern of results was slightly different for personal care monitoring technologies (see Table 4 ), the effects for indicators assessing technology attitudes and use were very similar, explaining an additional 11.7% of 
Should the Government Pay for These Technologies-Exploratory Analysis?
Respondents believed that the government should pay about half of the cost for both kitchen (M = 53.9%, SD = 34.2%; Mdn = 50.0%) and personal care (M = 54.1%, SD = 34.4%; Mdn = 50.0%) technologies. The distribution of responses also had three peaks. About 15% of respondents said 0%, 20% of respondents said the government should pay 50%, and another 16% felt the government should pay for 100%. The remaining responses were distributed in the 1%-49% and 51%-99% ranges (see Table 5 ). Also note that the majority of responses (about 30%) were in the 51%-99% range. We explored various methods for modeling demographic and caregiving factors as predictors of how much the government should pay, and the pattern of results was similar across multiple different methods.
Results from multiple logistic regressions in which the dependent measure was defined as the government should pay more than 50% (coded 1) versus 50% or less (coded 0) for kitchen and personal care technologies are shown in Table 6 . Female caregivers, African Americans, caregivers providing more hours of care per week, and those providing care for a parent were significantly more likely to say that the government should pay more than 50% of the costs for kitchen and personal care technologies. On the other hand, those caring for a recipient with AD were less likely to believe the government should pay more than half. Interestingly, beliefs about how much the government should pay for kitchen and personal care technologies was not correlated with individual amount willing to pay ($) for these technologies (Pearson correlations ranging from .00 to −.07).
Discussion
A primary goal of this study was to assess whether and how much family caregivers are willing to pay for technologies designed to help monitor and support CRs in performing kitchen and personal care tasks. About 20% of caregivers were not willing to pay anything for these technologies, and among those willing to pay something, the mean amount was approximately $50 per month for monitoring technologies and $70 per month for technologies that both monitored and provided some assistance. Although these data may be discouraging to technology developers and entrepreneurs, they stand in sharp contrast to findings reported in an earlier paper where we showed that nearly one third of all baby boomers and older individuals are not willing to pay anything for technology that would help them with kitchen tasks or personal care, and among those who are willing to pay, the mean amount was only $28 per month (Schulz et al., 2014) . Thus, caregivers are more receptive and a potentially better market for these types of technologies than older individuals who might purchase them for themselves. An important difference between caregivers and the general population of baby boomers and older adults is that caregivers are experiencing current needs for assistance with caregiving, whereas baby boomers and older adults are responding to hypothetical needs for assistance in the future.
A second goal of this study was to identify factors associated with willingness to pay for caregiver technology. In multivariate models we explored three categories of variables: demographic characteristics, caregiving context variables, and attitudes toward and prior experience with technology. When all three categories of variables were examined simultaneously, we found that younger caregivers, those with medium and high incomes, AD caregivers, caregivers providing fewer hours of care per week, and caregivers with positive attitudes toward technology and those with more experience with technology were willing to pay more. These findings only partially confirmed our predictions. As expected, younger caregivers and persons with higher incomes were willing to pay more, but it is important to note that the significant age effect is not explained by younger persons having more positive attitudes toward or experience with technology since these variables were controlled in the multivariate model. It may be that younger caregivers have higher expectations of paying for technology.
We also expected that more intense caregiving demands would be associated with greater willingness to pay, but support for this prediction was mixed. AD caregiving is generally viewed as more demanding and stressful when compared with caregiving for other chronic conditions (Ory, Hoffman, Yee, Tennstedt, & Schulz, 1999) , and as expected AD caregivers were willing to pay more than non-AD caregivers. However, using hours of care as a metric of the intensity of caregiving demands, we found that providing fewer hours of care was associated with greater willingness to pay. These apparently disparate findings may have a common underlying explanation. Caregivers may have thought that monitoring and assistive technologies were uniquely suited to AD caregiving because of the tracking and vigilance demands of AD caregiving (Mahoney et al., 2003) , and because they viewed systems that might provide guidance, coaching, and reminding as particularly useful for patients with AD. In a similar vein, caregivers providing fewer hours of care are probably caring for individuals with lower levels of impairment who might benefit from technology more that persons with high levels of impairment. In both cases caregivers appear to be responding to the likely benefit of these technologies to the unique status of their CRs.
Consistent with prior findings, caregivers with positive attitudes toward and prior experience with general and caregiving technology were willing to pay more for caregiving technology, even after controlling for demographic and caregiving context variables. As experience with and familiarity with technology increases among successive cohorts of caregivers, willingness to pay is likely to increase as well. That said, it is important to keep in mind that cost is only one of many factors that determine technology uptake. As noted in the Introduction, acceptance of technology involves a complex calculus in which factors such as privacy, efficiency, impact on social interaction, stigma, and training and maintenance requirements, in addition to cost, are balanced against potential benefits such as improved functioning, increased autonomy/independence, reduced burden, better health, and enhanced safety. Future research in this area should explore the multiple cost-benefit tradeoffs caregivers make when evaluating a particular technology.
We also explored the possibility that caregivers may feel that access to these types of technologies is an entitlement and, therefore, should be paid for by the government. Prior research suggests that the majority of caregivers think that the government should be responsible for supporting the chronically disabled who are cared for at home (Adamek, 1992) . The expansion of government-funded long-term care services will likely create expectations that caregiving technology be paid for as well. About 85% of respondents felt that the government should pay something, and about two thirds felt that the government should pay at least half of the cost of these technologies. Female caregivers, African Americans, caregivers providing more hours of care, and those providing care for a parent were significantly more likely to say that the government should pay more than 50% of the costs for kitchen and personal care technologies. AD caregivers were less likely to say that the government should pay for these technologies. The finding regarding adult children suggests that they may have a weaker sense of personal obligation to provide care when compared with spousal caregivers. Caregivers who provide intensive care (40 or more hours per week) are likely caring for CRs with severe chronic illness and disability and feel that the care of these patients is a government responsibility. The data also suggest that females and African Americans have a stronger sense of entitlement but the data do not tell us why this might be the case. Clearly, more research is needed to address these questions. On the whole, these data indicate that caring for an older individual is a shared responsibility between families and the government, a perspective that will likely become more prevalent with the aging of the baby boomers and their children. This view is consistent with a collectivist perspective on social policy for caregiving which argues that the government bears some responsibility for reducing the burden on caregivers (Keefe and Rajnovich, 2007) . That said, obtaining government support for caregiving technologies will likely require strong evidence of cost-effectiveness. Should such technologies be shown to delay or obviate long-term care placement, the Centers for Medicare & Medicaid Services could realize substantial savings by paying for caregiving technologies. Monitoring and assistive technologies to support caregiving are already widely available and will become increasingly important as the prevalence and challenges of family caregiving increase and the sophistication of intelligent systems evolves. The impending decline of the dependency ratio-that is, the number of people who need care relative to the number available to provide it-will increase the pressure to find technological solutions to support caregiving. As new technologies come on line, it will be important that they address not only issues of cost and caregiver burden, but also esthetics, how engaging and easy they are to learn to use and maintain, their safety and reliability, as well as possible legal or liability issues (Chan, Campo, Estève, & Fourniols, 2009; Decker, 2008) . Successful technologies will also be sensitive to users' privacy concerns and the extent to which a technology might undermine individual autonomy, control, and dignity (Beach et al., 2009) . These issues are only tangentially related to the thrust of this paper-caregivers' willingness to pay-but are important to understanding the broader context within which monetary cost is one of many factors that determine whether or not a technology is adopted.
This study was designed to add to the growing literature on technologies for older persons and their caregivers. Although it has some limitations, including the use of a nonprobability web panel sample and missing data for some indicators, we addressed these shortcomings by using calibration weights from the NAC caregiver survey in an attempt to adjust for unknown sampling biases, and conducting sensitivity analysis which showed minimal differences between valid and missing cases.
Our data shed light on some questions in this important research but leave others unanswered.
Future research in this area should explore how willingness to pay is driven by specific caregiver needs, the ability of technology to address those needs, and how cost figures into the broader cost-benefit calculations made by caregivers. Inasmuch as caregiver technologies are interpersonal, in most cases requiring the consent of two parties for their use, it will be also be important to learn how much and what types of monitoring information the care receiver is willing to share with the caregiver as well as how much information the caregiver wants.
